
DA 334 (Originated 04/09/20)   

STATE OF KANSAS 

Families First Coronavirus Response Act 
Leave Request form 

 

When completing forms please write legibly and be clear and thorough with explanations. 

 

Employee Name:  _________________________________   Employee ID#:      

Employing Agency: ______________________________________________________________ 

 

Leave options available:  

Emergency Paid Sick Leave Act - Emergency Paid Sick Leave Act - Emergency Paid Sick Leave Act - 

Provides up to 80 hours of paid leave if you are unable to work or telework due to COVID-19 or because of the 

need to care for a dependent child if the school or place of care has been closed, or the child care provider is 

unavailable due to COVID-19.  (Time Reporting Codes: ADC = Leave-Emergency Self or CVF = Leave-
Emergency Family, CVC= Leave-Emergency Childcare) 

   

Emergency Family and Medical Leave Expansion Act - Provides up to 10 additional weeks of leave for 
employees who have been employed for at least 30 days due to an inability to work or telework because of the 

need to care for a dependent child if the school or place of care has been closed, or the child care provider is 

unavailable due to COVID-19. (Time Reporting Code: CVC= Leave-Emergency Childcare) 
 

Reason for Request - Please answer all questions below: 

Y N Reason 

  I am subject to a federal, state, or local quarantine or isolation order related to COVID 19 

  I have been advised by a health care provider to self-quarantine related to COVID 19 

  I am experiencing COVID 19 symptoms and am seeking a medical diagnosis 

  I am caring for someone who is subject to quarantine/isolation order or advised to quarantine 

related to COVID 19 

  I am caring for someone who has been advised by a health care provider to self-quarantine 

  I am caring for a dependent child because school/daycare is closed. 

Name of child(ren):_________________________________________________________ 

Age(s) of child(ren):________________________________________________________ 

Name of school/place of care provider: _________________________________________ 

 

Employee Statement: 

Statement of why you are unable to work or telework:_______________________________________ 
__________________________________________________________________________________ 

 

Dates of Requested Leave: Leave start date: _____________  Leave end date:________________ 

 

I affirm that the information I have provided in this request form is true and accurate to the best of my 

knowledge.  I understand I may be requested to provide documentation to substantiate my request at a later 

date.  If documentation is required, I understand that I will be notified of that need in writing by my agency HR 
staff.  I declare that the information contained in this form is true and correct and understand that providing 

false information in order to receive Emergency Family and Medical Leave could result in disciplinary action, 

up to an including, dismissal  
 

Employee Signature:________________________________________Date:_______________ 


